I wonder if they have missed a trick by not including an analysis specifically including a constructed early warning score comprising physiological parameters that might be an important modifier of outcomes? 
REVIEWER

GENERAL COMMENTS
This paper reports on the validation of a newly developed Hospital Frailty Risk Score which has the advantages of being able to be calculated at low-cost using routinely collected data from electronic administrative databases. A keypoint addressed by the authors in the Introduction is that "identifying patients at risk for frailty early during the course of hospitalisation may help to improve treatment strategies". However the authors should discuss at greater length in limitations that the Hospital Frailty Risk Score is calculated based on ICD codes from administrative databases that are coded post discharge and often only available some months after discharge. A disadvantage is that the score would not be available to screen patients early in the admission process to identify and manage risks. Calculating the score based on previous admissions (if available) has potential to miss or misclassify frailty. The patient population was divided into three risk categories based on cut-points used in the original paper of Gilbert et al.
Could the authors include in their results the distribution characteristics of the Hospital Frailty Risk Score for the patient population (mean, median, IQR, maximum, minimum). Could the authors discuss in more detail if these are appropriate cut points for their population.
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GENERAL COMMENTS
Eckhart et al. have conducted a validation study of a previously described "hospital frailty risk score" in a tertiary care hospital in Switzerland; this study found an increased risk of 30-day mortality, as well as longer hospital stay, more severe functional impairment and a lower quality of life in patients deemed at higher risk of frailty. The authors make mention of important differences between their cohort and the validation cohorts of Gilbert et al., with some reasons postulated for different "risk of frailty" between each, which could make comparison between populations problematic. It would have added to the discussion to have more of the limitations of the hospital frailty risk score discussed, for example, the lack of assessment of important frailty domains such as polypharmacy, weakness, and dependence with activities of daily living. Although briefly mentioned by the authors, these are important components of a comprehensive model (and measurement) of frailty, and their absence may in part explain why the hospital frailty risk score correlates relatively poorly with accepted frailty measures such as the Rockwood Frailty Index (Pearson's correlation coefficient 0·41, 95% CI 0·38-0·47, in the validation Lancet paper of Gilbert et al), and with kappa scores of 0·22 (95% CI 0·15-0·30) compared with a Fried score of ≥3 items; and 0·30 (0·22-0·38) compared with the Rockwood cutoff of 0·25 for frail in the same paper. This raises the question of whether the "hospital frailty risk score" is in fact measuring frailty, or whether it is predominantly a measure of comorbid disease. There is limited discussion of these methodological issues, which are common to other examples of automated "frailty scores" from database or registry data (such as the mFI, or "modified frailty index"). The authors also claim "so far there is no gold standard in frailty screening to compare it to", this comment warrants further discussion as although there are competing paradigms of frailty (phenotypic vs. deficit model), each has an accepted "gold standard" or reference measurement tool (the Fried score and the Rockwood scale respectively). Apart from these issues, the manuscript is well written and presented. Reply: Thank you for pointing this out. We now changed the terminology throughout the manuscript and refrain from using the word "elderly".
Importance 2. This is the first external validation of the HFRS to my knowledge, so this is important. The limitations include the tertiary nature of the setting and the single centre design; however the original findings remained robust in this specific cohort, which should provide those interested in the topic with some assurance. An added strength of this study is that they assessed function and QoL, which we were unable to do in the original validation study.
Reply: Thank you for your positive comment.
Methods
The authors should clarify if the HFRS was calculated on the incident admission or a historical admission (a weakness of the HFRS is that it can only be applied to those with prior ICD 10 code records). Methods otherwise robust.
Reply: Thank you -the HFRS in our study was calculated on the incident admission. We now specify this in the methods section as follows: "We used ICD-10 diagnostic codes of the incident admission assigned to patients after discharge by professional hospital coders…"
Moreover, we further discuss this in the limitation section (please see also comment 1 of Reviewer 2)
Results
4.
The somewhat different distribution of the frailty categories probably reflects the tertiary nature of the setting, with presumably some element of triage meaning that most older people with sever frailty are managed in other secondary care settings. 5. The readmission data may again reflect the specific nature of the setting, as one might imagine that patients would have been readmitted to other providers -can the authors clarify if they were able to calcite readmission to any facility or only their own?
Reply: Thank you for pointing this out. As we assessed many of the outcomes by telephone interview 30 days after hospital admission, we were able to find readmission to any facility. We now clarify this in the methods section as followed: "We assessed readmission to any facility, location after discharge and identified patients…" 6. I wonder if they have missed a trick by not including an analysis specifically including a constructed early warning score comprising physiological parameters that might be an important modifier of outcomes?
Reply: Thank you for this important comment. We performed an additional regression analysis with adjustment for NEWS (national early warning score). NEWS was calculated retrospectively based on admission data. We added the results of this analysis to the tables A1 and A2 in the supplementary material.
As you can see in the following tables results remain robust when including NEWS in the analysis (NEWS-adjusted analysis in bold letters).
We added the following statement and reference in the methods section: 
Specific points
1. This paper reports on the validation of a newly developed Hospital Frailty Risk Score which has the advantages of being able to be calculated at low-cost using routinely collected data from electronic administrative databases. A keypoint addressed by the authors in the Introduction is that "identifying patients at risk for frailty early during the course of hospitalisation may help to improve treatment strategies". However the authors should discuss at greater length in limitations that the Hospital Frailty Risk Score is calculated based on ICD codes from administrative databases that are coded post discharge and often only available some months after discharge. A disadvantage is that the score would not be available to screen patients early in the admission process to identify and manage risks. Calculating the score based on previous admissions (if available) has potential to miss or misclassify frailty.
Reply: Thank you for pointing this out. As suggested, we now discuss this in more depth in the limitation section: "However, dependency of the ICD-10 codes from administrative databases is also a weakness of the score as they are coded only after hospital discharge and the score can only be applied early in the admission process to those with prior ICD-10 code records. In addition to that calculating the score based on previous admissions has potential to miss or misclassify frailty." Reply: Thank you for your comment. We now added the distribution characteristics of the score in the results section: "Minimum score was 0 points, maximum score 30.3 points, quartiles were 1.4, 3.4, and 6.7 points, mean 4.5 points (SD 4.3) ."
The patient population was divided into three risk categories based on cut-points used in
We now also added a sentence regarding appropriateness of the risk categories in our cohort in the results section as follows: "While we found the score to be helpful with strong prognostic abilities, in our cohort there were only few patients in the highest risk category with thus limited sensitivity. It is thus possible that the score could be further improved by changing the risk categories for specific patient populations".
We now also performed ROC analyses with different cut-offs of the risk score for the outcome 30-day mortality. We added a sentence to the results section: " 
